**PURPOSE:** Management of pediatric patients with facial paralysis is challenging, and numerous surgical techniques have been described for smile reconstruction. A free gracilis muscle transfer innervated by a cross-face nerve graft (CFNG) from the contralateral facial nerve or by the ipsilateral motor nerve to masseter (MNTM) is recognized as the gold standard for smile reconstruction owing to its reliable outcomes. Despite the ubiquity of this technique in the pediatric population, there are limited data regarding the rate of secondary surgery to improve the cosmesis, symmetry, or function of the reconstruction. The purpose of this study was to assess the occurrence and type of secondary surgical procedures following pediatric facial reanimation using gracilis muscle transplantation.

**METHODS:** Following ethics board approval, a retrospective cohort study was performed and included children who underwent facial reanimation using free gracilis muscle transfer at our pediatric hospital between 1985 and 2014. Medical charts were reviewed to assess secondary surgical procedures performed at least 1 year following the initial reanimation surgery. Procedures related to early postoperative complications, including hematoma or infection, were excluded. Indications for surgical revision were subdivided into major revisions---which involved a non- or poorly functioning muscle transplant necessitating a new gracilis muscle transplant---and minor revisions, where muscle function was acceptable, but surgery was intended to improve cosmesis and/or symmetry.

**RESULTS:** There were 261 cases of facial reanimation utilizing a free gracilis muscle transfer between 1985 and 2019. One hundred seventy-three unilateral (66%) and 88 bilateral (34%) reconstructions were performed. Fourteen patients, 7 male and 7 female, required surgical revision (5.4%). The mean time to revision was 2.5 years following the initial surgery. Among patients requiring revision, 10 had muscle transplants innervated by a CFNG, and 4 by the MNTM. There was no statistically significant difference in the rate of revision between CFNG and MNTM (7.7% versus 4.8%; *P* = 0.4). Minor revisions to improve cosmesis and symmetry were performed in 12 patients (4.6%). Only 2 patients (0.8%) required major revisions, in which the gracilis muscle from the primary surgery was removed and replaced with a new free functioning gracilis muscle. There was no significant difference in revision rate for patients undergoing unilateral versus bilateral procedures (6.8% versus 3.5%; *P* = 0.4).

**CONCLUSIONS:** Our study supports the use of gracilis muscle transplantation as a reliable technique for smile reconstruction in pediatric facial palsy, with low rates of secondary revision. Secondary surgery is most often performed to improve cosmesis and/or symmetry, and major revisions requiring microvascular transplantation of new muscle transfer are rare.
